
Sample UB-04 Claim Form for Inpatient Hospital 
Services 

 

 
     IM BILLING HOSPITAL         
     1 W. WILSON         03 7654321   111 
     ANYTOWN WI 55555-1234 
     (444) 444-4444        01-2345678      110508     110908 
                ON FILE 
     MEMBER, IM A 
 

   09251975     110508           X     X         01 
 

 
 
 

        80        4.00      
        81        1.00     
 
 
 

    0120               4.0    XXXX  XX      
    0250                          19.0      XXX  XX      
    
 
 
    
    
 
 
 
 
 
 
 
 
 
 
 
 

              XXXX XX 
               

  T19 Medicaid             
                         
    
 
 

       

       
 

 
        
 
 

             
           
 
 

 

 0271              19.0       XX XX 
 0272                8.0     XXX XX 
 0300                6.0     XXX XX 
 0305                1.0       XX XX 
 0324                1.0     XXX XX 
 0350                1.0     XXX XX 
0420 5.0 XXX XX
0424 1.0 XXX XX

      1        1 
 0111111110

SAME                               1234567890 

  9661        78039 72989       7813           43820   43811

9661
 0222222220 

 B3 123456789X  


